The current version of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR; American Psychiatric Association [APA] , 2000) represents "the categorical perspective that Personality Disorders are qualitatively distinct clinical syndromes" (p. 689). The DSM-IV-TR contains ten personality disorder (PD) categories arranged into three hierarchical clusters: Odd-Eccentric (paranoid, schizoid, and schizotypal), DramaticEmotional (antisocial, borderline, histrionic, and narcissistic) , and Anxious-Fearful (avoidant, dependent, and obsessive-compulsive) . Much of the theory and research is focused on the ten PDs, but a considerable body of research is also focused on the three clusters (e.g., Aluja, Cuevas, Garcia, & Garcia, 2007; Ehrensaft, Cohen, & Jonson, 2006; Lenzenweger & Willett, 2007) .
Many deficiencies of this categorical system have been noted, including: (a) Excessive diagnostic co-occurrence, (b) inadequate coverage, (c) excessive heterogeneity within diagnostic categories, (d) lack of a meaningful or well-validated boundary between normal and disordered personality, (e) questionable temporal stability, and (f) inadequate scientific foundation Trull & Durrett, 2005; Widiger & Samuel, 2005a; Widiger & Trull, 2007) . Excessive diagnostic co-occurrence is perhaps the most central of these problems since it impacts differential diagnosis. A fundamental purpose of the diagnostic manual is to help clinicians identify specific disorders and make treatment recommendations (Frances, First, & Pincus, 1995) . It is evident that the DSM-IV-TR has not been particularly successful in this regard (Kupfer, First, & Regier, 2002) as the substantial diagnostic co-occurrence among the ten DSM-IV-TR PD diagnoses has been widely replicated (Bornstein, 1998; Livesley, 2003; Trull & Durrett, 2005) . Suffice it to say, the maladaptive personality functioning of patients does not appear to be described adequately by just one DSM-IV-TR personality disorder and it is conceivable that this diagnostic cooccurrence also implies problematic discriminant validity.
AN ALTERNATIVE MODEL
It is acknowledged in the text of DSM-IV-TR that "an alternative to the categorical approach is the dimensional perspective that Personality Disorders represent maladaptive variants of personality traits that merge imperceptibly into normality and into one another" (American Psychiatric Association, 2000, p. 689) . One of the more heavily researched dimensional alternatives is the five-factor model of personality (FFM; McCrae & Costa, 2003) . The FFM was developed as a model of general personality functioning and consists of five bipolar dimensions (i.e., neuroticism vs. emotional stability, extraversion vs. introversion, openness vs. closedness to experience, agreeableness vs. antagonism, and conscientiousness vs. undependability). These five broad domains have been further differentiated into underlying facets (e.g., the facets of agreeableness include trust vs. mistrust, compliance vs. aggression, altruism vs. exploitation, tender-mindedness vs. tough-mindedness, straightforwardness vs. deception, and modesty vs. arrogance) by Costa and McCrae (1992, 1995) on the basis of their development of and research with the NEO Personality Inventory-Revised (NEO PI-R).
The FFM is a robust dimensional model that has succeeded in representing alternative models of personality and diverse collections of traits within an integrative, hierarchical structure (Ozer & Reise, 1994) . The past two decades have seen a substantial body of research that has examined the relationship between the FFM and the DSM PDs (Widiger & Costa, 2002) . Reviews of this research Livesley, 2001 ), meta-analyses (Samuel & Widiger, 2008; Saulsman & Page, 2004) , and an interbattery factor analysis of 20 previously published data sets that examined relations between the FFM and the personality disorders (O'Connor, 2005) , have all led to the conclusion that there are strong and robust links between the DSM-IV-TR personality disorders and the FFM dimensions of general personality.
However, much of this research has been confined to whether the DSM-IV-TR PDs can be understood from the perspective of the FFM, rather than whether the FFM can provide a more valid model of classification. and Rounsaville and colleagues (2002) have suggested explicitly that it is useful and important to compare the validity of alternative dimensional models, including the FFM, with the existing diagnostic nomenclature. The current study uses a clinical sample to compare the DSM-IV-TR and the FFM with respect to convergent and discriminant validity across four assessment methodologies.
Blacker and Endicott (2000) suggested that an essential validity test for any psychiatric nomenclature is the agreement of descriptions across various assessment methodologies. There are four methods by which personality difficulties are typically assessed and the most common in general clinical practice is the unstructured clinical interview (Watkins, Campbell, Nieberding, & Hallmark, 1995) . Clinicians and researchers also use selfreport personality inventories and/or semi-structured interviews (Clark & Harrison, 2001; Widiger & Samuel, 2005b) , with the latter method being the preferred approach in research (Rogers, 2001; Zimmerman, 2003) . A final method recommended in the text of DSM-IV-TR (American Psychiatric Association, 2000, p. 686) is to have a knowledgeable informant provide a collateral report.
A number of studies have investigated the convergence of the DSM personality disorders across these methods. Researchers have commented on the inadequate convergent validity that is generally obtained between selfreport and informant reports Klein, 2003; Klonsky, Oltmanns, & Turkheimer, 2002; Oltmanns & Turkheimer, 2006) as well as between clinicians' unstructured assessments and semi-structured interview assessments (Garb, 2005; Segal & Coolidge, 2007; Widiger & Samuel, 2005b) . There is also an existing literature concerning the convergence of the FFM, at least with respect to informant and self reports (McCrae et al., 2004; Ready & Clark, 2002) . However, there is very little research on cross-method assessments involving a semi-structured interview of the FFM (Trull et al., 1998) . Finally, we are aware of only one study (Piedmont & Ciarrocchi, 1999) that has compared FFM ratings obtained from clinicians with any other method of FFM assessment. However, even this study did not explicitly assess the FFM via clinician report, but instead relied on FFM markers (John, 1990) scored from the Adjective Checklist (Gough & Heilbrun, 1983 ) that had been completed by the counselor. There have been a few studies in which clinicians have provided explicit FFM ratings of patients (e.g., Blais, 1997; Samuel & Widiger, 2006; Sprock, 2002) but no data on the validity of these assessments have been published.
Only two studies have provided direct comparisons of the cross-method convergent and discriminant validity of the FFM and the DSM within the same study (i.e., Ball, Rounsaville, Tennen, & Kranzler, 2001; Miller, Pilkonis, & Clifton, 2005) . Miller, Pilkonis, and colleagues (2005) collected FFM and DSM PD ratings from a group of 69 psychiatric patients and a nominated informant. They found that the convergent correlations for the FFM domains rated ranged from .23 (agreeableness) to .71 (openness) with a median correlation of .43 across all the facets of the NEO PI (Costa & McCrae, 1992) . The correlations between ratings of the eight DSM-IV-TR PDs rated were somewhat higher, ranging from .37 (avoidant) to .69 (antisocial) with a median convergent value of .51 (Miller, Pilkonis, et al., 2005) . Although these results seem to indicate higher convergence for the DSM-IV-TR than for the FFM, they should be interpreted cautiously as the informants provided these DSM-IV-TR ratings using a mixed methodology. While the FFM data were collected exclusively via self-report, the DSM-IV-TR PD ratings were collected from informants using both a questionnaire and a structured interview procedure (Pilkonis et al., 1995) . Ball and colleagues (2001) provided the only direct comparison of the convergence for the FFM and DSM PDs using identical assessment methodologies. In a sample of substance abuse outpatients they reported a mean convergent correlation between a self-report and an informant report that was similar for both the FFM (r = .31) and the DSM (r = .29). The authors concluded that the results "did not provide strong evidence for the superiority of the NEO-FFI trait domains over SCID-II PQ personality disorder symptom severity with regard to internal consistency, temporal stability, or self-informant agreement" (Ball et al., 2001, p. 351) . However, even this effort was limited by the fact that the FFM self-report measure was the NEO Five Factor Inventory (NEO-FFI), an abbreviated form that only measures the five broad domains of the FFM (Costa & McCrae, 1992) . Considering research indicating that the facet-level of the FFM is necessary to adequately differentiate PD pathology (Axelrod, Widiger, Trull, & Corbitt, 1997; Reynolds & Clark, 2001) , further research on the convergent validity of informant ratings should be conducted with a more detailed, facet-level measure of the FFM.
In sum, it is important that any alternative dimensional model proposed to replace the current nomenclature demonstrate superior convergent and discriminant validity across methods of assessment. Nevertheless, the only studies to date that have provided a direct comparison have suggested that the FFM has convergent validity that is either no better than (Ball et al., 2001) or perhaps even worse (Miller, Pilkonis, et al., 2005) than the current DSM system. However, in one of these two studies the assessment of the DSM-IV-TR nomenclature was itself aggregated across two methods (Miller, Pilkonis, et al., 2005) and the other study was confined to an assessment of the FFM domains (Ball et al., 2001 ). Additionally, neither study compared the two models with respect to discriminant validity and both were confined simply to self-report and informant report. The current study extends this previous research by (1) directly comparing the discriminant as well as the convergent validities of the FFM and the DSM-IV systems within a clinical sample, (2) considering the FFM at both the domain and facet levels as well as the DSM-IV-TR at both the cluster and individual disorder levels, and (3) assessing the models not only with self and informant reports but also with respect to semi-structured interviews and ratings provided by their clinicians.
METHOD
Eighty-eight females receiving ongoing psychotherapy were recruited from the Lexington, Kentucky area. The women ranged in age from 19 to 60, with a mean age of 34.8 years (SD = 8.8; 3 participants failed to provide demographic information). They were primarily Caucasian (72.9%), with 23.5% indicating African-American, and 3 providing the response of other. Forty percent were single, 43.5% were divorced or widowed, and 16.5% were married or cohabitating. Their level of education ranged from junior high (20.2%) to a graduate degree (6.0%), with the modal participant indicating some college.
A total of 14 clinicians, who served as the primary therapists, provided ratings for 79 of the participants. The number of patients assessed by each clinician ranged from a low of one to a high of 18, with two being the median number. These clinicians were all female and predominantly Caucasian (78.6%), but two were Asian-American (14.3%) and one was AfricanAmerican (7.1%). Level of training and experience varied considerably. Three had doctoral degrees (21.4%), eight had master's degrees (57.2%), and three were enrolled in graduate programs. Their experience ranged from a low of one year to a high of 21, with a mean of 4.2 years. The percentage of working time they spent providing clinical services ranged from 20% to 100%, with a mean of 53.2% of their work hours. All clinicians identified their theoretical orientation as cognitive, while 78.6% also listed behavioral, 57.1% interpersonal, 28.6% humanistic, and 21.4% psychodynamic. The mean length of treatment (all patients were engaged in individual therapy) at the time the ratings were provided was 4.9 months (SD = 5.4).
MATERIALS
Structured Interview for the Five-Factor Model (SIFFM; Trull & Widiger, 1997) . The SIFFM assesses the 5 domains and 30 facets of the FFM using a series of guided questions. The SIFFM is the only existing interview measure of the FFM and has shown strong convergence with other measures of the FFM (Trull et al., 1998) . Internal consistency in the current sample was good, with alphas ranging from a low of .74 (openness) to a high of .87 (conscientiousness), with a median value of .86.
Personality Disorder Interview-IV (PDI-IV; Widiger, Mangine, Corbitt, Ellis, & Thomas, 1995) . The PDI-IV is a semi-structured interview that yields a dimensional rating for each of the 10 DSM-IV-TR PDs. A set of
three to four open-ended questions are used to assess the individual diagnostic criteria for each PD, for which the interviewer assigns a score of 2 (prototypic), 1 (threshold), or 0 (absent). For the purposes of the current study, we collapsed the scores to indicate whether the symptom was either present or absent. This was both to be more consistent with the scoring system used in other semi-structured interviews and to allow for a more straightforward interpretation of the findings as a presence versus absence of each criterion. In the current sample alphas ranged from .41 (schizoid) to a high of .72 (borderline), with a median of .58. While these values are somewhat low, they are consistent with the findings from studies employing other structured interviews for the PDs (e.g., Miller, Bagby, Pilkonis, Reynolds, & Lynam, 2005) .
NEO Personality Inventory-Revised (NEO PI-R; Costa & McCrae, 1992) . The NEO PI-R contains 240 statements to which the individual responds Strongly Disagree, Disagree, Neutral, Agree, or Strongly Agree (0-4 Likerttype scale). In the current sample alphas ranged from a low of .82 (extraversion) to a high of .89 (conscientiousness), with a median of .86. The informant version of the NEO PI-R is identical to the self-report version, except that the items are written in the 3rd person, rather than the first person (Form R; Costa & McCrae, 1992) . The alphas for the informant version ranged from .78 (openness) to .94 (conscientiousness), with a median of .90.
Schedule of Nonadaptive and Adaptive Personality (SNAP; Clark, 1993) . The SNAP consists of 375 statements to which the patient answers True or False and provides a self-report assessment of 3 primary temperaments (e.g., positive temperament), 12 maladaptive trait scales (e.g., exhibitionism), as well as the 10 personality disorders within DSM-IV. These scales provide a dimensional assessment of the PDs and range in length from 16 (schizoid) to 34 (antisocial) items. In the current sample, the SNAP PD scales obtained reasonable internal consistency, with exception of the obsessive-compulsive scale which had an alpha of .36. The other PDs ranged from .62 (schizoid) to .81 (paranoid), with an overall median of .70.
Clinician and Informant Rating Forms. Descriptions of the patient in terms of the DSM-IV-TR and FFM constructs were also obtained from the clinicians and informants. In order to be consistent with their routine unstructured clinical assessments (i.e., not informed by a supplementary or validated instrument) the clinicians' descriptions of the patients were confined to straightforward recordings of their current clinical understanding. For the DSM-IV-TR, the clinicians used a one-page rating form to rate the extent to which the patient exhibited characteristics for each of the ten PDs on a 1-5-point Likert scale (hereafter referred to as the DSMRF). The clinician version listed each of the ten DSM-IV PDs as well as a brief description of their central features drawn from the diagnostic manual (e.g., pattern of disregard for and violation of the rights of others, for antisocial PD). The informant version did not include the diagnostic labels (as these terms were not likely to be understood) and the descriptive features of each disorder were altered to avoid jargon when necessary (e.g., they feel strong, fleeting emotions and seek to be the center of attention, for histrionic), consistent with the informant methodology of Oltmanns and Turkheimer (2006) . Because each PD was assessed by only a single-item on the DSMRF, internal consistency statistics could not be computed. However, in a previous study, reliability of clinicians' ratings using the same rating form was adequate with a mean intraclass correlation of DSMRF profiles across clinicians of .61 (Samuel & Widiger, 2006) .
For the FFM, clinicians and informants were provided a comparable onepage rating form that asked the rater to describe the patient on the 30 facets of the FFM using a 1-5 Likert-type scale (hereafter referred to as the Five Factor Model Rating Form [FFMRF] ). Two adjective descriptors were included at both poles of each facet. The internal consistencies for the therapists' FFMRF ratings had a median of .78, but ranged from a low of .61 (neuroticism) to a high of .83 (conscientiousness). The informant ratings showed better overall internal consistency with four of the domains over .74 and a median of .80. However, the alpha value for openness was low, with a value of .39.
In total, there were nine measures describing each participant. All of these methods of description were blind to each other (e.g., the clinicians and interviewers were not aware of the self-report or informant ratings). The DSM-IV-TR measures included the PDI-IV (interview), SNAP (selfreport), and DSMRF (clinician and informant). The FFM measures included the SIFFM (interview), NEO PI-R (self and informant), and FFMRF (clinician and informant).
PROCEDURE
Eighty-one of the 88 patients and ten of the therapists were recruited from a residential substance-abuse treatment facility for women. An additional seven patients and four clinicians were obtained from outpatient clinics within the community. None of the participating clinicians were affiliated with the research laboratory conducting the study. After providing written informed consent, these clinicians were asked to distribute solicitation flyers to all patients without a history of psychosis. Interested patients then contacted the experimenter to schedule an initial appointment, wherein the interviewer further explained the procedures and obtained written informed consent. Participants completed a packet, including a short demographic questionnaire as well as two self-report inventories (i.e., NEO-PI-R, SNAP). Following the completion of these inventories, participants completed the two semi-structured interviews administered by the primary investigator or other trained graduate students. Patients were compensated with $20 for their participation in the study.
Patients were also asked to designate an informant who knew them well to complete the other-report version of the NEO-PI-R, as well as informant versions of the FFMRF and DSMRF. Sixty-seven nominated informants provided ratings on the participating patients (76.1% of the sample). These informants received $5 for their participation. Finally, the therapist for each participant completed a demographic questionnaire, a brief treatment history questionnaire (including all five axes of the DSM and a medication history), and provided ratings using the DSMRF and FFMRF. Therapists provided written, informed consent and received $50 for their effort.
The semi-structured interviews were audiotaped and selected sessions were coded by other interviewers to calculate interrater reliability. A total of five different interviewers read both interview manuals before the study began and received extensive training from an author of both instruments (i.e., T. A. Widiger). Throughout data collection, interviewers met weekly to discuss coding issues, ensure uniformity, and prevent rater drift. Sixteen of the SIFFM sessions were coded and interrater reliability was excellent at the domain level with Pearson correlations ranging from a low of .90 (openness) to a high of .99 (agreeableness and conscientiousness), with a median of .97. Agreement was also strong at the facet level with a median correlation of .94. The interrater reliability was lower, but still acceptable for the 18 PDI-IV sessions coded, ranging from a low of .57 (narcissistic) to a high of .92 (dependent) with a median of .83.
RESULTS
The prevalence rates of the DSM-IV-TR personality disorders, according to the PDI-IV, were examined to determine the level and type of pathology present in the sample. Although the disorders from the dramatic-emotional cluster predominated the sample, there was at least one individual that met criteria for each of the ten DSM-IV-TR PD diagnoses. However, it should be pointed out that for some of the disorders, only a single individual met criteria (i.e., narcissistic, schizoid). Overall, 57 individuals (67.9%) met criteria for any PD. Antisocial was the most prevalent PD with 30 individuals (35.7%) meeting criteria. Additionally, 19 individuals (22.6%) met criteria for borderline PD and 18 (21.4%) met criteria for avoidant. These findings are generally consistent with expectations for a population of female substance-abusers. Table 1 presents the overall distributions of the Axis II diagnoses based on the PDI-IV interview. Axis I disorders were not assessed via structured interview, but clinicians did provide chart diagnoses. The prevalence rates of Axis I disorders as provided by the clinicians are also presented within Table 1 . It is clear from this table that substance-related disorders were prevalent. Seventy-three patients had a diagnosis and the modal participant had two substance-related diagnoses. The most prevalent were cocaine dependence (59.5%), alcohol dependence (43.0%), and opioid dependence (30.4%). Additional Axis I disorders included major depressive disorder (11.4%), bipolar disorder (10.1%, secondary diagnosis, by history), and posttraumatic stress disorder (7.6%). Notes. Axis II diagnoses are drawn from the PDI-IV Interview (Widiger et al., 1995) , while the Axis I diagnoses are from the chart diagnoses provided by the clinicians. N = the number of patients with the diagnosis. % = the percentage of the sample with the diagnosis. NOS = Not otherwise specified.
CONVERGENT AND DISCRIMINANT VALIDITY
The FFM and DSM-IV-TR both provide hierarchical models of personality description. At the highest levels are the five domains of the FFM (i.e., neuroticism, extraversion, openness, agreeableness, and conscientiousness) and the three clusters of the DSM-IV-TR (i.e., odd-eccentric, dramatic-emotional, and anxious-fearful). Beneath this broad level of description are the 30 facets of the FFM (e.g., anxiousness and mistrust) and the ten PDs (e.g., avoidant and paranoid). Comparisons are perhaps most appropriate at similar levels of the hierarchy (e.g., domains of the FFM versus clusters of the DSM-IV-TR) but comparisons are also provided in the current study across levels (e.g., domains of the FFM versus the PDs of the DSM-IV-TR).
In order to provide an overall comparison of the convergent and discriminant validity of the FFM and DSM-IV-TR assessments the validity correlations were first averaged across all four methodologies. For example, the convergent validity correlation for the NEO PI-R self-report assessment of neuroticism was first obtained by averaging its correlations with the SIFFM, therapist FFMRF, and informant FFMRF assessments of neuroticism (the informant NEO PI-R assessments were excluded from this combined analysis). The overall FFM convergent validity was obtained by averaging these values across all five domains of the FFM. The overall discriminant validity coefficient was similarly obtained by averaging the discriminant validity coefficient of the NEO PI-R self-report assessment of neuroticism with all of the other domains of the FFM as assessed by all methods of assessment, and then averaging this value across the domains. Table 2 provides these omnibus results across the DSM-IV-TR clusters and FFM domains as well as across the DSM-IV-TR PDs and FFM facets, for each of the four methods of assessment. This table presents mean convergent and discriminant values for each model that are method specific (averaged across variables). For example, the first column presents the mean correlation between the self-report instrument and each of the other four methods. Specifically, for the FFM domains, the first column value (.38) is the average correlation between the NEO PI-R domains and those from the SIFFM (interview), FFMRF (clinician), and FFMRF (informant). It is evident that convergent validity was lower for the therapist and informant assessments than for the self-report and interview methods of assessment, for both the DSM-IV-TR and FFM. More importantly, convergent validity was higher for the FFM domain assessments than for the DSM-IV-TR cluster assessments, across each of the four methods. This finding still holds if one compares the assessments of the FFM domains with the assessment of the DSM-IV-TR personality disorders. However, there was no appreciable difference in convergent validity between the DSM-IV-TR and FFM assessments when the FFM was assessed at the level of the 30 facets. On the other hand, the FFM consistently obtained better discriminant validity at both the domain and facet levels across all four methods. In fact, the overall discriminant validity coefficients for the DSM-IV-TR clusters were actually higher than the overall convergent validity for both the therapist and informant ratings. This suggests that a given cluster rating by an informant or therapist is likely to relate just as strongly to a measure of a different cluster as it is to another measure of the same cluster. Table 3 provides the averaged convergent validity coefficients and discriminant validity coefficients for the assessment of the three DSM-IV-TR clusters and the FFM domains for each pair-wise method comparison. It is evident from Table 3 that the weakest convergent validity across all methods was obtained by the therapist and informant assessments (for both the DSM-IV-TR and FFM), and the highest convergent validity was obtained between the self-report and semi-structured interview assessments. Whereas Table 2 presented method specific (and variable neutral) results, the final columns of Table 3 present mean convergent and discriminant correlations that are method neutral and variable specific. In other words, they include all possible method combinations and thus weight each method evenly, but provide specific values for each of the variables that make up the given model (e.g., the 3 clusters of the DSM). From these columns it is evident that each FFM domain obtained a higher convergent and lower discriminant validity coefficient than each DSM-IV-TR cluster. In fact, the averaged convergent validity values for the odd-eccentric and anxious-fearful clusters were no higher than their discriminant validity coefficients. However, it should be noted that convergent validity of the dramatic-emotional cluster was statistically significant (and comparable to the FFM domain assessments) for three of the cross-method comparisons. On the other hand, the FFM obtained significant convergent validity coefficients for all five domains between the self-report and informant assessments and four of the five domains for the agreement between the interview and therapist assessments. The most consistent convergence was obtained for the assessment of FFM extraversion (including even a significant relationship of the self-report with the therapist assessments), with a mean convergent validity coefficient of .39. (Clark, 1993) Table 4 provides the convergent and averaged discriminant validity coefficients for the assessment of the 10 DSM-IV-TR personality disorders. It is evident from Table 4 that the higher convergent validity obtained for the dramatic-emotional PDs was due largely to the assessments of the antisocial, borderline, and histrionic PDs (the assessment of the histrionic PD even obtained a significant convergence between self-report and therapist). The weakest was obtained for the assessment of the schizoid and schizotypal PDs, for which the convergent validity coefficients averaged across all four methods did not exceed the averaged discriminant validity coefficients. Table 5 provides the convergent and averaged discriminant validity coefficients for the assessment of the 30 facets of the FFM. Statistically significant convergent validity across self-report and interview assessments was obtained for 29 of the 30 FFM facets; the one exception occurred for the FFM assessment of openness to feelings. The mean convergent validity across all methods for the assessment of the 30 FFM facets was comparable to the convergent validity for the assessment of the 10 DSM-IV-TR personality disorders (see Table 4 ). Discriminant validity was consistently good across all 30 facets and lower than was obtained for the 10 DSM-IV-TR personality disorders.
As is evident from Tables 2-5, convergent validity was highest between the self-report and semi-structured interview assessments for both the DSM-IV-TR and FFM. Conversely, the assessments provided by the infor- (Clark, 1993) ; Interview assessed by the Personality Disorder Interview-IV (Widiger et al., 1995) ; Therapist and Informant by the DSM Rating Form. The first six columns present all possible convergent correlations for each personality disorder across each possible comparison. Mean Convergent = the mean convergent correlation across all possible combinations (i.e., the average across the first six columns). Mean Discriminant = The mean correlation of each personality disorder variable with all discriminant variables within and across methodologies. Those values marked in boldface type indicate correlations significant at p < .05. mants and therapists obtained the weakest cross-method convergent validity. This could be attributable, in part, to the single item ratings that were obtained from the informants and therapists. The informant and therapist assessments of the DSM-IV-TR PDs and the FFM facets were single items, whereas the NEO PI-R, SNAP, SIFFM, and PDI-IV used multiple items for each construct. Table 6 provides the convergent and averaged discriminant validity coefficients for the assessment of the FFM domains and facets when the informants used Form R of the NEO PI-R (rather than the FFMRF). It is evident from Table 6 that when the more psychometrically robust NEO PI-R was administered the convergent validity increased appreciably. For example, the mean agreement between the self-report and informant assessments of the FFM domains increased from .35 to .52, approaching that obtained between the semi-structured interview and self-report inventory assessments. Mean convergent validity for the interview and informant assessments increased from .21 to .33. Convergent validity for the informant and therapist assessments remained low and in fact decreased from .16 to .11.
It should also be noted that convergent validity for the FFMRF ratings with the NEO PI-R was good when the evaluation was confined to the same method of assessment. Convergent validity of the informant FFMRF with the informant NEO PI-R for the domains of neuroticism, extraversion, agreeableness, and conscientiousness were .62, .56, .57, and .63, respectively (p < .001 in each case). Convergent validity was also statistically significant for 21 of the 24 facets of these domains (ranging from .27 for anxiousness to .51 for warmth). However, the assessments of the domain of openness did not converge well (correlating only .15) and only one facet score correlated significantly (i.e., fantasy at .34).
DISCUSSION
The current study compared the convergent and discriminant validity of the DSM-IV-TR and the FFM constructs across (a) clinicians' descriptions of a patient, (b) self-report inventory, (c) semi-structured interview, and (d) informant report. This builds upon previous cross-methods assessment research Garb, 2005; Oltmanns & Turkheimer, 2006; Segal & Coolidge, 2007; Widiger & Samuel, 2005b) and provides the first samesample convergent and discriminant validity data across four assessment methods and for both the FFM and for the DSM-IV-TR.
Only two previous studies have directly compared the DSM-IV-TR and the FFM across methodologies, and these only compared self-report with informant report. Contrary to these two prior studies, the self to informant agreement in the current study were consistently more favorable for the FFM, at least at the domain level. The differences in findings are perhaps attributable to Ball et al. (2001) relying only on an abbreviated measure to assess the FFM and the Miller, Pilkonis, et al. (2005) utilizing DSM-IV-TR assessment aggregated across both a questionnaire and a semi-structured interview. One might question, though, whether the FFM cross-method convergent validity coefficients were inordinately high in the current study or, conversely, whether the DSM-IV-TR results were inordinately low. However, neither appears to be the case when the findings are compared to prior studies confined to either the FFM or the DSM-IV-TR. For example, Widiger and Boyd (2009) summarized the convergent validity from 25 studies and found the median correlation between dimensional assessments of the DSM-IV-TR PDs across self-report and semi-structured interviews was .38. The median value for this relationship within the current study was, in fact, also .38.
A few studies have reported on the agreement between self-report and clinician ratings of the DSM PDs (Bronisch, Flett, Garcia-Borreguero, & Wolf, 1993; Chick, Sheaffer, Goggin, & Sison, 1993; Hyler et al., 1989; Rossi, Van Den Brande, Tobac, Sloore, & Hauben, 2003) . Median convergence was only .08 in Hyler et al. (1989) and .12 in Bronisch et al. (1993) using the kappa statistic. Convergence was not much higher in Chick et al. (1993) and Rossi et al. (2003) , which reported a median correlation of only .05 and .20, respectively, for dimensional ratings. The current study was consistent with these results, with a median correlation of .08 between the self-report and clinician ratings of the DSM-IV-TR PDs.
The current study, however, did obtain somewhat higher convergence between the self and informant NEO PI-R assessments than is typical. McCrae and colleagues (2004) reported that the median convergence for the domains between self and informant NEO PI-R reports of the FFM, across 29 samples, was .43. The current study obtained a median correlation of .54 between the self and informant versions of the NEO PI-R. Klonsky and colleagues (2002) summarized 17 studies that provided the correlation between self-report and informant reports methods for the DSM PDs and found a median value of .36. This value is somewhat higher than the .26 obtained within the current study.
The FFM domains higher convergent validity than the DSM-IV-TR PDs could reflect that the FFM constructs are more straightforward, understandable, and coherent (i.e., unidimensional) than the clinically complex and heterogeneous DSM-IV-TR diagnostic constructs (Shedler & Westen, 2004; Widiger & Trull, 2007) . The convergent validity of the particular PDs, averaged across all methods, was typically quite low and, in three instances, was no higher than the discriminant coefficients (schizoid, schizotypal, and avoidant). In contrast, the averaged convergent coefficient was higher than the discriminant coefficient for all of the 30 FFM facets. Additionally, several of the DSM-IV-TR scales (e.g., schizoid) obtained rather low internal consistency values, which limit their convergent correlations. The heterogeneity within these PDs highlights an inherent assessment weakness of the DSM-IV-TR system relative to the more homogenous constructs within the FFM Widiger & Trull, 2007) .
The current study went beyond prior FFM and DSM-IV-TR cross-method assessment comparisons to consider discriminant validity, as well as con-vergent. It is evident from these comparisons that the FFM obtained considerably better discriminant validity than the DSM-IV-TR. For example, the median discriminant validity for the five FFM domains was .01, versus .17 for the DSM-IV-TR clusters. These findings are in harmony with a recent systematic review of the discriminant validity of the three DSM-IV-TR clusters provided by Sheets and Craighead (2007) . They suggested that the three cluster organization of the personality disorders in DSM-IV-TR is inconsistent with the covariation among the disorders and noted that some of the PDs covary across the clusters as much as they covary within a cluster. Given this finding and the lack of a strong theoretical or empirical basis for their original construction (Millon, 1981) , one might question whether it is fair to consider the convergent and discriminant validity of the DSM-IV-TR clusters. Discriminant validity did, in fact, improve for the 10 PDs relative to the three clusters, dropping from .17 to .11. However, quite a few studies continue to be conducted with respect to the three DSM-IV-TR clusters (e.g., Aluja et al., 2007; Ehrensaft et al., 2006; Lenzenweger & Willet, 2007) , researchers have argued for their validity (e.g., Fossati et al., 2000; Rodebaugh, Chambless, Renneberg, & Fydrich, 2005) . In any case, the improved discriminant validity at the level of the individual PDs still did not compare to the median discriminant validity of the FFM at either the domain (.01) or the facets (.00) levels.
The stronger discriminant validity obtained for the assessment of the FFM domains and facets is consistent with the fact that this model was derived, in large part, through factor analyses of personality traits and trait terms that place considerably more emphasis on identifying empirically (and conceptually) distinct constructs (McCrae & Costa, 2003) . In contrast, inadequate discriminant validity has been a longstanding problem for the psychiatric nomenclature (Bornstein, 1998; Trull & Durrett, 2005; Widiger & Trull, 2007) despite the fact that a considerable amount of time and effort are spent on differential diagnosis in the development and application of the diagnostic manual (Frances et al., 1995) . In fact, much of the diagnostic co-occurrence among the DSM-IV-TR personality disorders can be explained by different diagnoses sharing the same FFM facets (Lynam & Widiger, 2001) .
The results of the current study also contribute to the more general literature on cross-method assessments of psychological variables (Meyer et al., 2001 ). An additional notable finding in the current study was the relatively weak cross-method convergent validity for the therapist ratings. This finding is compatible with prior research on the correlation of therapist ratings with self-report instruments (e.g., Bronisch et al., 1993; Chick et al., 1993; Hyler et al., 1989; Rossi et al., 2003) . These previous results have generally been interpreted as indicating that clinicians perceive and describe their patients' personality traits and disorders differently than the patients describe themselves (Klein, 2003; Klonsky et al., 2002; Ready & Clark, 2002) . This contention is supported by a literature suggesting that clinicians' judgments and diagnoses are less valid than are those based on more systematic assessments (Garb, 2005; Grove, Zald, Lebow, Snitz, & Nelson, 2000) .
However, Westen and Weinberger (2004) echoed Meehl (1954) in separating the source of the ratings (clinical judgment) from the method of assessment. This is particularly relevant as the therapist ratings for both the DSM-IV-TR and the FFM were collected in the current study using onepage rating forms, consistent with all prior therapist cross-method assessment studies of the DSM PDs (Bronisch et al., 1993; Chick et al., 1993; Hyler et al., 1989; Rossi et al., 2003) . Only a single study had ever examined the agreement between self-report and clinician ratings of the FFM and in that study the FFM scores were generated from a lengthier instrument completed by the clinician (Piedmont & Ciarrocchi, 1999) . Perhaps not surprisingly, that study reported a mean convergent value of .32 for the FFM domains, which was higher than the .20 obtained in the current study. The single-item assessment of FFM facets do have empirical support when the comparison is within-method, as indicated in MullinsSweatt, Jamerson, Samuel, Olson, and Widiger (2006) and by the convergence of the informant FFMRF ratings and the Form R NEO PI-R assessment in the current study. However, it may be unrealistic to expect single item assessments to produce strong cross-method validity. In any case, before concluding that therapists have markedly different perceptions of their patients' personalities or personality disorders than the patients themselves, it would be important to obtain the therapists' assessments with comparably thorough methods of assessment. Just as the cross-method convergence for the informants improved when the informant NEO PI-R was used, the correlation between clinicians' reports and other methods might also improve if they complete a full SNAP or NEO PI-R on their patients.
We did not ask therapists to complete a SNAP and/or NEO PI-R in the current study as the methodology was already quite labor intensive. In fact, no published study has ever asked therapists to complete an informant version of a PD measure. Clinicians have provided extensive PD descriptions of their patients using the Shedler-Westen Assessment Procedure and research indicates these can be quite valid (Westen & Shedler, 2007) . Nevertheless, there has been very limited research on the crossmethod validity of SWAP-200 assessments Widiger & Boyd, 2009; Wood, Garb, Nezworski, & Koren, 2007) . In sum, given the increased convergent validity of the informant description when they completed Form R of the NEO PI-R, it would be informative for future research to obtain comparable assessments by clinicians. It does seem likely that therapist ratings using more extensive instruments would evidence greater convergence with other assessment methods.
Such a finding, though, would not necessarily suggest that the previous literature regarding problematic clinical descriptions is in error (Garb, 2005) . The FFMRF and DSMRF ratings obtained in the current study are more externally valid and mirror the assessments that clinicians routinely make on the basis of unstructured clinical interviews. Clinicians do not typically complete a SNAP (for instance) when reaching their conclusions regarding a patient's DSM-IV-TR PD diagnoses. Nevertheless, future research demonstrating that convergent validity improves significantly if clinicians complete a SNAP would reaffirm that clinicians can provide valid descriptions of their patients if they take the time to complete a more thorough and systematic assessment.
LIMITATIONS
A limitation of the current study was that the sample did not obtain an even distribution of PD symptomatology due in part, perhaps, to being confined to females. The participants were characterized primarily by antisocial and borderline PD symptomatology, which is consistent with the sampling of a female substance-abusing population, but is not typical of a general clinical sample of female patients. Nonetheless, there was a more restrictive range of schizoid symptomatology, and perhaps schizotypal, narcissistic, and obsessive-compulsive symptomatology (see Table 1 ). Although there is no reason to expect significant differences in convergent or discriminant validity of the FFM relative to the DSM-IV-TR across gender (Costa & McCrae, 1992; Morey, Warner, & Boggs, 2002 ) the relatively weaker convergent validity obtained for the schizoid and schizotypal PDs could be due in part to this restriction in range. In sum, it would be useful for future studies to sample a broader and more representative range of PD symptomatology.
The current study compared the DSM-IV-TR exclusively to the FFM. There are, of course, several other dimensional models that have been proposed as alternatives to the current model Widiger & Simonsen, 2005) . While it is likely that other dimensional models would also show improved discriminant validity, relative to the current DSM-IV-TR model, this is an empirical question that should be tested. Future research that extends the current study to compare the DSM-IV-TR to one or more of these alternative models would be quite informative. Additionally, research that evaluates the ability of these alternative models, as well as the assessment methods, to predict important behavioral and clinical outcomes would clarify the advantages and disadvantages of shifting to a dimensional system. Finally, the patients within the current study were self-referred from selected treatment clinics. While this allowed for increased external validity it also resulted in an uneven distribution in the number of patients described by the participating clinicians. Thus, the overall validity of the clinicians' ratings would be impacted by the degree to which an individual clinician's ratings were idiosyncratic. Future research that collected only a single rating from a clinician would negate such a potential confound.
CONCLUSIONS
An essential test of the validity of any clinical nomenclature is the agreement of descriptions across various assessment methodologies (Blacker & Endicott, 2000) . In the only two prior studies to directly compare the convergent validity of the FFM and DSM-IV-TR, the results indicated either no appreciable difference (Ball et al., 2001) or favored the DSM-IV-TR (Miller, Pilkonis, et al., 2005) . The current study examined convergent validity across four methods of assessment (i.e., self-report, informant-report, clinician rating, and semi-structured interview) and also considered discriminant validity. The results indicate that the FFM has an appreciable advantage over the DSM-IV-TR in terms of discriminant validity and, at the domain level, convergent validity. Finally, the convergent validity for therapist descriptions was notably low for both models due, perhaps, to the absence of systematic assessments of DSM-IV-TR or FFM constructs.
